Geographer's View on Quality of Life'. Awareness of spatial and temporal variations in the quality of life can enable policy makers and planners to monitor changes and to devise more effective policies to address persisting inequalities (Hemmasi, 1994; 1995) .Numerical and statistical methodology for creating comparative quality of life indexes is still evolving. Techniques for developing composite quality of life indexes include simple rankings of places, calculation of standard scores, scaling methods, and factor or principal components analysis (Dasgupta and Wea1e, 1992; Park, 1985; Hall, 1984; Tata and Schultz, 1988; Stover and Leven, 1992; Ram, 1982) .
The Concept of 'Quality of Life'
In a fascinating review of the myriad of ideological uses and abuses to which the concept of 'quality of life' can be put, Edlund and Tancredi (1985) postulate five different meanings of the term 'quality of life'. They believe that the meaning is dependent on the user of the term, on his understanding of it and on his position and agenda in the social and political structure. Quality of life can be viewed as fulfilment, the ability to lead a 'normal life', the social usefulness of an individual, from a rational objective point of view, or from the subjective, individualistic point of view. Hornquist (1982) believes that human needs are the foundations of the concept and that quality of life is the degree of need satisfaction. He outlines six spheres of life in which there are needs to be met-physical, psychological, social, activity, marital and structural (that is, in the political field, and in dealings with justice and the authorities).
Berg, Hallauer and Berk (1976) attempted to elicit from 150 health workers the relative importance they placed on 50 abilities or functions. From their position of health, they rated consistently high cognitive, emotional and social functions. The ability to use one's mental abilities, to think clearly, to see, to love and be loved, to make decisions for oneself, to maintain contact with family and friends, to live at home, and to walk, were assigned the largest average values. This chapter makes some interesting points about the relative importance placed on various functions by different individuals, and asks the unanswerable question 'How much is the quality of life reduced when one could no longer climb a mountain if one elected to do so?' The need to focus on the conceptions of the individual is stressed, to determine what his concerns are and how they relate to his experience of well-being.
Ziller (1974) also favours the phenomenological approach, assuming that quality of life is in the eye of the experiencer. In an exploration of the concept as it applies to life after coronary artery bypass surgery, Cohen (1982) puts forward the theory that quality of life is based on the capacity of the individual to realize his life plans. He explains that while some elements are prized by us all, some are prized to a special degree by each patient. He suggests that it would be useful for patients to state, prior to surgery, what changes they hope for, and to ascertain, in follow-up, to what extent their goals are realized. Andrews (1974) Liang and colleagues (1982) criticize the use of objective indicators in rheumatology, taking the measures further away from clinical relevance. They too believe that functional capacity is relative to patients' goals, expectations, priorities, social supports and other factors. They also warn against an obsession with statistical soundness that may cloud the objective of finding measures that are patient-oriented and clinically useful. Abbey and Andrews (1985) have collected data from 675 respondents. Their results have shown strong support for the hypothesis that psychological concepts relate to perceptions of life quality. Internal control, role performance and social support were important for good quality of life. Kirshner and Guyatt (1985) make a plea for developing instruments to measure quality of life with a goal clearly in mind,
and that the existing instruments should be limited by their suitability for the specific purpose they are being used for. A recent study by McKenzie and colleagues (1986) found that the sickness impact profile (also see Bergner and others, 1981) was unable to detect within-patient improvements and deteriorations accurately, limiting its use for following individuals over time. The classic dilemma of scale assessment is that, since no absolute standard exists, the evaluation of scale performance is always of one scale against another. The recommendation of Anderson and colleagues (1986) is that instruments administered by the interviewer rather than self-administered are necessary for sufficient reliability and validity on the grounds that the latter lead to under-reported dysfunction. This leads us back to the subjective nature of this construct and the question 'who is experiencing the quality of life we are attempting to measure?' In a review of the current status of quality of life research, Schipper and Levitt (1985) acknowledge that the most difficult phase of evaluating quality of life is defining what is to be measured. They feel that it is most important to understand that quality of life is a continuous variable, an on-going response to events affecting the patient. They identify four central components consistently considered substantive elements of quality of life: (1) physical/occupational function, (2) psychological state, (3) sociability, (4) somatic discomfort -but they are unclear as to the relative importance of each in the overall quality of life. In an earlier paper Schipper (1983) talks of the difficulties of measuring a construct based on the patients' perspectives, which are emotional and personal. Although with each step out of the laboratory the variables become harder to control, he feels that a gain in relevance is worth a sacrifice in precision. He suggests that: In their review of studies using quality of life criteria, Najman and Levine (1981) point out that there seems to be little understanding of the association between the objective conditions of life and the subjective perceptions of the patients and that the use of objective indicators alone produces results totally unrelated to the feelings and experiences of the patients studied. Those who use objective indicators alone, they warn, may simply be projecting their own values and priorities on the patients they are studying.
Definitions of Quality of Life
Quality of life has no single uniform definition (O'Boyle,1997) . Cummins years 1960, 1970, 1980, and 1990 for a large number of countries worldwide. The indicators range across seven areas, namely:
• Individual rights and democracy;
• Political instability and war;
• Education;
• Health;
• Transport and communication;
• Inequality across class and gender; and
• 'Bads' -indicators of the prevalence of crime, terrorism, pollution, work injuries, and suicide. (The bads are scaled so that a diminution is positively correlated with growth).
This innovative study considers both cross sectional and time series relationships to real GDP per capita of these indicators. Although there is a strong cross sectional association between these indicators and real GDP percapita, the time series relationships are quite mixed.
Easterly (1999) finds that the effect on the indicators of exogenous shifts over time -those due to factors other than economic growth -is quite strong compared with the effect of economic growth. Using three different econometric techniques to assess the role of GDP per capita versus exogenous factors in explaining the change in the various indicators, he concludes that GDP per capita has an impact on quality of life that is significant, positive, and more important than exogenous factors only for from 6 to 32 out of the total of 81 indicators, depending on the technique of analysis.
There are only three of the 81 indicators in all three econometric methodologies 'for which growth is the primary life-improving and significant determinant: calorie intake, protein intake, and telephones' (Easterly, 1999: 262) .
Two of the three relate to consumption and the third, to communications density. He concludes that 'the evidence that life gets better during growth is surprisingly uneven' (Easterly, 1999:268) . because the countries that first implemented the new production technology underlying modern economic growth were also the first to introduce, often via public policy, new advances in knowledge in the social and political realms.
Objective and Subjective Dimensions of Quality of Life
Indeed, researchers have agreed that quality of life is multidimensional and includes both subjective and objective dimensions (Halpem, 1993 • Personal development: education and habilitation, purposive activities, assistive technology;
• Physical well-being: health care, mobility, wellness, nutrition;
• Self-determination: choices, personal control, decisions, personal goals;
• Social inclusion: natural supports, integrated environments, participation; and
• Rights: privacy, ownership, due process, barrier-free environments.
In general, quality of life has been defined using a combination of both subjectivity and objectivity, which is however controversial (Halpem, 1993) . This controversy is neither unexpected nor it deserves careful attention, for human beings are rarely objective. Those who argue for the objective conceptualization of quality of life feel that quality of life is the sum of the objectively measurable life conditions experienced by an individual. Their contention is that subjective satisfaction is nothing more than a response to those conditions (Stark and Goldsbury, 1990 ). There are some others who argue that a person's expressed satisfaction with life is the dispositive criterion as each individual or family differs in what they enjoy, desire from life, or find important (Edgerton, 1990; O'Boyle, 1997) . Some researchers do accommodate both perspectives (for example, Felce, 1997; Schalock, Keith, Hoffman, and Karen, 1989; Stainback and Stainback, 1989) . Schalock (2000) , on the other, has suggested that some domains and indicators (for example, emotional well-being) are more amenable to personal appraisal, while others (for example, material well-being) are not: in other words, they are better suited to objective assessment. 
Measuring Quality of Life
It is often difficult to measure quality of life. Almost all measurement tools have multiple domains, with multiple items in each domain. A number of measurement methods have been used for assessing quality of life, for example, for persons with disabilities, including surveys and questionnaires (for example, Cummins, McCabe, Romeo, and Gullone, 1994; Ferrans and Powers, 1985) , interviews (for example, Park, 1985; Lehman, 1988) , vicarious interviews, and vicarious surveys (for example, Ouellette-Kuntz and McCreary, 1996) . Most other researchers have put in efforts at involving the persons with disabilities, but they have depended on a vicarious response. In some tools, parents or siblings were the major vicarious respondents for the measurement (for example, Becker, Diamond, and Sainfort, 1993; Ouellette-Kuntz and McCreary, 1996) .
As individuals are unique, the uniqueness of each individual is at the heart of how quality of life is measured, especially when they are highly diverse as well. At the individual level, a prominent measurement consideration is whether the person has a disability or not. Schalock (2000) has argued that quality of life for persons with disabilities encompasses the same indicators that are important to persons without disabilities. On the other hand, Hatton (1998) has asserted that the experiences of persons with disabilities are restricted because of the limits imposed by disability conditions; and the limited experiences do result in different indicators of quality of life. Hence, specific attention needs to be paid to the uniqueness of each individual, in conceptualizing and constructing a valid measurement for quality of life (BorthwickDuffy, 1996) .
Quality of Life Research
Quality of life, as an interest and concern, is a subject of great importance and is exemplified in our current concerns for environment and for benefit-burden ratio in medical treatments (Walter and Shannon, 1990) . But globally it is an outcome indicator added to social, as well as health, service programme development (DHSS, 1989) . It has been added to the Worldwide Healthy Cities Programmes and defined as spanning the visual arts, recreation, employment, transport, housing, environmental and conservation issues, health and other indicators of what has been labelled as `the social temperature'. The Organization for Economic Cooperation and Development (OECD) has agreed on a list of quality of life related social concerns of member states, including health, command over goods and services, employment and quality of working life (Andrews, 1973) . The salience of quality of life across disciplines has resulted in the recent emergence of generic quality of life questionnaires (Evans and Cope, 1993) , and quality of life questionnaires for use in health care evaluation (Chubon, 1987; Patrick et al., 1988; Siegrist et al., 1993) .
Quality of life research spans a range of topics, from quality of life in the last year of life (Lawton et al., 1990 ) to quality of life in urban environments (Rogerson et al., 1989) . It has a usage across many disciplines -geography, literature, philosophy, health economics, advertising, health promotion and the medical and social sciences (for example, sociology and psychology). It is multidimensional and, theoretically, incorporates all aspects of an individual's life. It has also been defined as (a) the `output' of the inputs of the physical and the spiritual (Liu, 1974) ; (b) the degree to which a person accomplishes life goals (Cella and Cherin, 1987) ; and (c) quantified crudely as a formula in which quality of life is a product of one's natural endowment and the effort made on one's behalf by the family and society (Shaw, 1977) . The meaning of quality of life is thus dependent on the user of the term, his or her understanding of it, and his or her position and agenda in the social and political structure (Edlund and Tancredi, 1985) .
In non-experiential social indicators research, quality of life encompasses all circumstances of life, for example housing, leisure activities, work, and the environment (Campbell et al., 1976; Wingo and Evans, 1978; Kaplan, 1993a) .Experiential social indicators research on the other includes subjective wellbeing (see Elster and Roemer, 1993) . There are several meanings of the term `quality of life' in social research, ranging from individual fulfilment to the ability to lead a `normal' life (Edlund and Tancredi, 1985; Fowlie and Berkeley, 1987) . Early on, Dalkey (1972) hasfirst derived a list of quality of life domains from graduate students, and then used the Delphi technique with a panel of people to rework the students' lists. The final list included: novelty (newness, surprise, variety), health (physical well-being, feeling good), dominance(superiority, power, control, aggression), selfrespect (self-confidence, self-understanding),challenge (stimulation, competition, ambition), freedom (individuality, spontaneity, unconstrained), comfort (economic well-being, good things, relaxation), affection (love, caring, relating, understanding), security (peace of mind, stability, lack of conflict), achievement (sense of accomplishment, meaningful activity), status (prestige, social recognition, positive feedback) and involvement (participation, concern). 
Rural -Urban Environment and Quality of Life
Urbanization is a positive or negative change in quality of life is debatable.
There are analysts who praise the benefits of urban life, such asopera, theatre, and spectator sports that require a large population base to sustain them. But surveys suggest that a fair proportion of urban people would prefer a rural environment (Fuguitt and Zuiches, 1975; Fuguitt and Brown, 1990) . Suburbanization of the 20 th century with the advent of motor vehicles is arguably a reflection of this preference to live in a more rural-type of setting. Representative social indicators of quality of life such as life expectancy and education also exhibit a strong cross sectional correlation with GDP percapita.
Life expectancy at birth is the average number of years a group of individuals can expect to live. It is determined by considering a fictitious generation that at every age from birth until the age of the maximum life span has a risk of death observed at that age in the year when the indicator is calculated. It is often taken as a proxy, more generally for health. The high positive association of life expectancy with GDP per capita, coupled with higher levels of food, clothing, and housing consumption made possible by higher income, leads naturally to the inference that 'wealthier is healthier '(Pritchett and Summers, 1996) . However, increased pollution and adverse dietary changes may also accompany economic growth, raising doubts about the simplistic association of greater health with higher income. Indeed, in the nineteenth 28 century, the concentration of population in cities and towns, induced by modern economic growth, increased exposure to disease (Schofield and Reher, 1991) . Some experts assertflatly that 'low mortality for all will not come as an unplanned spinoff from economic growth' (Caldwell 1986).
Migration and Quality of Life
Age at immigration has been a consistent and a most crucial factor affecting socio-economic well-being, quality of life, and overall life satisfaction among immigrants in the host country (Angel et al., 1999; Balgopal, 1999; Boyd; 1991; Gee; 1999; Wong; 2001) . For example, the study by Angel et al. (1999) on Mexican immigrants in the United States has shown greater economic dependency among those who immigrated after 50 compared with those immigrating at younger ages.
Among the factors, living arrangements and quality of life have received greater attention in studies of elderly immigrants (Basavarajappa, 1998; Boyd, 1991; Gee, 1999; Kamo and Zhou, 1994; Kritz, Gurak, and Chen, 2000; Da and Garcia, 2010) .
Health and Quality of Life
Quality of life was introduced by Medline in 1975, and accepted as a concept by Index Medicus in 1977. This was followed by acknowledgement and acceptance by various scientific bodies (Bech, 1992) . Since the 1970s, however, there has been an explosion of interest in the subject, with an increasing number of citations of quality of life in the medical literature. Both journal and review articles on quality of life now appear regularly in the medical literature (de Haes and van Knippenberg, 1985; 1987; Cella and Tulsky, 1990; Aaronson et al., 1991b) . There has also been a proliferation of study groups, conferences and special journal issues (for example, It is because health is the most valued state of existence (Rokeach, 1973; Kaplan, 1993a) , and there has been a rapidly expanding literature on `health-related quality of life'. Life expectancy at birth in the developed world has increased over the past 150 years, although most of the increase has taken place during the first half of the 20 th century. Expectation of life, and expectations of a morbidity-free life at older ages, has also increased and has led to international attempts at measuring health expectancy (Bone, 1992; Robine et al., 1992) . Debate has also been focusing on health care costs in relation to `health gain' or benefit from the treatments and interventions that are contracted for (see Normand and Bowling, 1998) .
Early empirical social research on quality of life in studies in the United States has estimated well-being, satisfaction or happiness, and what people meant by `the good life ' (Gurin et al., 1960; Bradburn and Caplowitz, 1965; Bradburn, 1969) . Lawton (1983) was the first to propose a theoretical model of quality of life as `the good life', defined as psychological well-being, perceived quality of life, behavioural competence and the `objective' environment.
Health-related quality of life is patient-based and is therefore subjective but focuses on the impact of a perceived health state on the ability to live a fulfilling life (Bullinger et al., 1993) . From a health or disease perspective, quality of life has focused on the impact of disease and treatment on disability and daily functioning (Kaplan, 1985) . As a double-sided concept, it in corporate both positive and negative aspects of well beingand life. It is multi-dimensional, incorporating social, psychological and physical health (see Morris et al., 1986; Sherwood, 1977) . Grant and colleagues (1990) define quality of life as `a personal statement of the positivity ornegativity of attributes that characterize one's life'.
Over the past 40 years, a small set of preference-based measures of healthrelated quality-of-life (HRQoL) has appeared. Several of these measures are now in use worldwide. There is controversy, sometimes heated, about which of these is "best" and indeed whether any are in fact good measures for what they purport to do and therefore whether new, better measures should be developed and the old ones discarded. I have long advocated for population-based data collection using these standardized measures. (Fryback, Dasbach, Klein, Klein, Dorn, Peterson and Martin, 1993; Fryback, Dunham, Palta, Hanmer, Buechner, Cherepanov, Herrington, Hays, Kaplan, Ganiats, Feeny and Kind, 2007) In addition I have argued against tweaking the existing measuresto "improve" them or casting them aside to develop "better" measures. (Fryback, 2005) .
In an excellent review of the literature of the quality of life of cancer patients, de Haes and van Knippenberg (1970) conclude that:
• The definition of quality of life is mostly lacking and a wide variety of operationalizations canbe discerned; • Little attention is given to intervening variables, whereas demographic variables have beenproved to be associated with the quality of life of the population at large; • The number of patients in these studies is small;
• The reliability and validity of the instruments is not always evident, and
• Practically no attention is given to theories explaining the origins of the quality of life of patients.
Education and Quality of Life
In most countries, schooling was already well advanced before the take-off into modern economic growth. The contrast with the patterns for life expectancy and fertility is noteworthy. Whereas the demographic indicators for these countries typically lag the onset of modern economic growth, a considerable growth of schooling has occurred in a number of countries before the take-off into economic growth, because the initial expansion of schooling occurred rather slowly. It is noteworthy to see a similarity that the pattern for education shares in common with those for life expectancy and fertility, namely, the advent of rapid improvement in the indicator often does not occur concurrently with that in GDP per capita. For education, the simple association between economic growth and quality of life evident in the cross section is not reproduced in the time series data (de Haes and Knippenperg, 1985, for example).
Housing and Basic Infrastructures and Quality of Life
Quality of life embraces material subsistence; as such there can be little doubt that modern economic growth has brought about a major long term improvement, because the food, clothing and shelter available to the average household have risen at rates never before known. A sense of the enormous transformation in material living levels, qualitative as well as quantitative, can be readily obtained from a simple contrast of living conditions in the late-eighteenth-century with the situation today.
Everyday life two centuries ago was most akin to what we currently known as 'camping out'. At that time, among the rural population (95 per cent of the total), housing typically consisted of one-storey houses with one or two rooms and an attic under the rafters. Frequently, there was no flooring except the hard earth. A fireplace with a chimney provided heating and cooking. Toilet facilities consisted ofoutdoor privies. Water and wood had to be fetched. Transportation consisted of a horse and wagon (Brady 1972; also Lebergott, 1993 also Lebergott, , 1996 .
The qualitative change from that world to the United States' current panoply of consumer goods -cars and planes, electrical appliances and running water, telecommunications and computers, pharmaceuticals and health care, and the phenomenal array of food and clothes -is literally incredible. If quality of life is identified with the amount and kinds of goods available to the average consumer, then there can be little question that economic growth has wrought a phenomenal advance.
Economy, Employment, Livelihoods and Quality of Life
Literature relating economic growth to quality of life examines crosssectional Shafik, 1994) . Holtz-Eakin and Selden (1995) suggest adiminishing marginal propensity to emit carbon dioxide.
The relation between environmental quality and economic growth is U-shaped that environmental quality may deteriorate during a period in which developing countries begin to industrialize, but at some point this deterioration is stopped and reversed as income rises (Portney, 2000) . Grossman and Kruger (1991) provide some supporting evidence of this U-shape in data on air quality in selected cities in developed and developing countries during the period 1977-88. The flipside of higher food consumption is another bad associated with economic growth: the detrimental diet choices that people in richer countries make is reflected in higher intake of fat.
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The result is new and growing health problems that these countries are facing, such as obesity and high blood pressure (Offer, 2006; Oswald and Powdthavee, 2006) .Taken together, there is cross sectional evidence that richercountries lead in the quantity and quality of consumption. The positive impact of greater consumption on quality of life is offset to some extent by negative effects brought about by that consumption, such as new environmental and health problems.
Subjective Happiness Scale
Assessments of well-being measure individuals' happiness or satisfaction with life. For example, the Australian Unity Well-being Index is described as a "barometer of Australians' satisfaction with their lives, and life in Australia" (Cummins et al., 2003) . Other researchers suggest that subjective well-beingcan be measured using self-rating questions about "happiness" and "life satisfaction" (Helliwell and Putnam, 2004; Spiro and Bosse, 2000:299) . Helliwell and Putnam (2004: 1435) Evidence from psychology studies suggests that ratings of life satisfaction/dissatisfaction are a reasonably reliable indicator of how people feel about their lives, providing a good sense of individuals' subjective well-being (Moum, 1996; Sandvik and Seidlitz, 1993; Layard, 2003) . On this basis, economists have generally come to accept life satisfaction as a useful measure of subjective well-being.
However economists also accept the evidence from psychology studies that individuals' expressions of life satisfaction reflect a number of different aspects of their self-perception, related to their life opportunities and outcomes. ' (Taillefer et al., 2003) .
Impressions of Quality of Life
How well quality of life and well-being are defined has important policy implications. The quality of life 'movement' has been received with wariness and even opposition by the disability campaigners (for example, Keith, 2001: 49) .Keith and Schalock (2000) argue that quality of life can be used in three ways:
• as a 'sensitizing notion that provides reference and guidance';
• as a 'social construct'; and
• as an 'organising concept' or 'unifying theme'. "serious ethical, conceptual and philosophical difficulties" involved in studying quality of life, which researchers must take very seriously.
Every realm of public policy-making and service delivery in the developed countries is now influenced by notions of quality of life and wellbeing (Schalock, 2000: 116; Schalock, 2004: 203 
Quality of Life Models
In a systematic review of quality of life models, the researchers have identified 3 different types, namely:
Conceptual Model:
A model that specifies dimensions and properties of quality of life -the least sophisticated type of model.
Conceptual Framework:
A model that describes, explains or predicts the nature of the directional relationships between elements or dimensions of quality of life.
Theoretical Framework:
A model that includes the structure of the elements and their relationship within a theory that explains these relationships -the most sophisticated type of model (Taillefer et al., 2003: 294) .
Conclusion
In the course of review of literature on quality of life it has been observed that a very less research work are initiated from Indian scholars, much of the contribution is from Western researchers. Hence the methods, techniques and indicators used in there works are mostly prepared in the Western context which may not be similar in development countries like India. Therefore the present study is aimed to study QOL using the appropriate methods, techniques relevant in Indian context.
